DURING the last fifteen years we have seen many and great improvements in all branches of medicine, and I think we may say that the improvements in our own speciality have been as great as in other departments. The status of the anesthetist has improved, the teaching of anfesthetics is more thorough, and as a consequence the keen student is interested and often attracted by this branch of medicine. It is of interest that the recent improvements have not been in the increased number of the drugs at our disposal, but in the variety of the more scientific methods which we have at our command for their administration.
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This increase in the variety and accuracy of the methods of administration is of the greatest value to the patient and the surgeon, but it places, at the same time, a much greater responsibility on the anesthetist in his choice of the method which he shall adopt in any given case. The surgeon of to-day appears fully to realize this. He demands more than simply a condition of anesthesia which enables him to perform an operation with the greatest facility and comfort, but he rightly expects that his anaesthetist, by his choice of drug and method of administration, shall not only keep the patient safe during the operation, but shall neither jeopardize his recovery nor retard his convalescence. He is not pleased if a patient for whom he has done a gastro-jejunostomy subsequently develops broncho-pneumonia, or a case of acute appendicitis dies a few days afteroperation from acid intoxication.
We have seen comparatively recently the introduction of spinal analgesia, anfesthesia by intratracheal insufflation, by introduction of oil-ether into the bowel, the more extensive use of nitrous oxide, and the increased use of regional and infiltration anesthesia, to say nothing of their many useful combinations.
However, in spite of these many and great improvements, post-operative sickness is still with us-though now only in a small proportion of cases; we occasionally see lung complications delaying recovery-though the use of atropine has made them comparatively rare; renal complications and acidosis are sometimes seen, and, according to the Registrar-General's reports, deaths during ancesthesia are not unknown.
We must all, therefore, agree that there is still room for improvement, and I would suggest that without addition to the means already at our disposal, we may considerably better our results by a thorough examination of our patients some time before operation, and, in the light of the knowledge so gained, carefully select our drugs and the method of their administration.
There are certain factors-I am now speaking more particularly of private practice-which we know without having seen the patient, which influence us in the choice of anwesthetic. We know probably the age and sex of the patient, the nature of the operation, and the surgeon who is performing it. But without seeing the patient first, we have no idea of the condition of the cardiovascular, respiratory or nervous systems, or the efficiency of the kidneys, and an examination of these often gives us unpleasant surprises. All of us, I think, as our experience accumulates, build up for ourselvesperhaps quite unconsciously -certain classes or standards into which we mentally group our patient the first minute we see him. We feel instinctively in one case, that we shall not encounter any great trouble, and in the next that the case will be difficult. These first impressions I believe to be of great value., but they must always be supported by a methodical examination, and if that be undertaken some time previous to operation, it gives the ancesthetist time, if the case be a difficult one, for thinking out the line of action which seems to him best. I know nothing more disconcerting than to arrive at a case, to see the patient for the first time in the operating theatre, and to realize that some other method than the one we had thought of adopting would have been best, but that the necessary apparatus is at home. No one wishes to carry about Mr. Boyle's gas and oxygen apparatus, or an intratracheal apparatus with motor, unnecessarily, but we do not wish to be without them if we feel that the necessities of the case demand their use, and the only satisfactory way of telling what these necessities are, is by the anesthetist seeing the patient for himself some time previous to operation.
The advantages of a previous examination may usefully be viewed from the point of view of (1) the patient, (2) the anaesthetist, (3) the surgeon.
(1) To the patient, a surgical operation, especially if it be his first experience, is an adventure which he naturally anticipates with apprehension, and in many cases the administration of the ansesthetic is what he dreads most. A visit from the anesthetist beforehand means that he does not meet an absolute stranger at the time of the operation, and the anaesthetist is often able to remove many of his patient's groundless fears. The examination of his chest in itself reassures him, for he feels that nothing is being left to chance, and that every possible care is being taken. It is especially important, I think, in the case of children, as it gives one an opportunity of gaining their confidence, which is very helpful subsequently in procuring a quiet induction. The gratitude of the anxious parents is surprising.
(2) To the anawsthetist the advantages gained are all-important. He gets a general impression of the type of patient with whom he is dealing, and has time to examine the heart, lungs and urine, and he is able to judge as to how the contemplated operation will be borne. To learn of previous experiences of an anesthetic may be helpful, or the fact that morphia has made the patient sick on a previous occasion, may influence the anaesthetist in deciding as to what preliminary hypodermic may be necessary.
During such an examination I have twice come across an aortic aneurysm in patients for whom operations of convenience were to be undertaken, and in three cases of slight recurrent carcinoma of the breast, secondary growths within the chest were revealed.
It is surprising how many medical conditions one does come acrossemphysema, bronchitis, chronic or early pulmonary tuberculosis, asthma, valvular disease of the heart, to mention some of the more common. None of these may be perhaps of great significance to the antesthetist provided he knows of their presence, but they may be possibly fraught with considerable danger if he is unaware of it. I suppose none of us pay too much attention to valvular heart lesions, with the possible exception of aortic regurgitation, provided the patient exhibits no signs of failure, of compensation such as cedema of the ankles or pulmonary bases, and does not complain of breathlessness or faintirg attacks; but myocardial degenerative changes, which are more difficult of detection, may be an important factor in a serious operation. A knowledge of the blood-pressure in these cases may sometimes be helpful.
An examination of the urine should of course always be undertaken and occasionally one comes across the hitherto unsuspected presence of albumin or sugar.
(3) I have alwvays found that the surgeon very much appreciates any endeavour which the anesthetist may make in his patient's interest by watching the medical side of the case, as he naturally concentrates his attention on the surgical side. Recently I have found it much more frequently occurs, that the surgeon asks his aneesthetist to see a case with a view to getting his opinion as to whether the patient will stand a certain operation or not, and I cannot help feeling that the anesthetist's co-operation may often be of help.
One has to bear in mind that the surgeons of to-day do more extensive operations than their predecessors, which involve a longer anesthetic and often more shock.
For instance vaginal hysterectomy for malignant disease of the cervix uteri has been replaced by Wertheim's operation, the operation for carcinoma of the breast is much more extensive than it was, excision of the rectum by the abdomino-perineal method and partial gastrectomy are not uncommon. In such operations the ingenuity of the surgeon and antesthetist may be taxed to the utmost in combating the effects of shock, htemorrhage and the antesthetic, and nothing can be left to chance.
It may be urged that in doubtful cases a physician should be called in, especially if any serious medical complication is present, and if it is a question of arriving at a diagnosis I absolutely agree, and feel happier for his advice ; but if, as so often happens, he tells us "the patient will stand an anwesthetic," I must confess to feeling no sense of relief. It is not a question of standing an ana3sthetic, but of standing an anaesthetic plus an operation. The physician seldom sees an operation, the anesthetist is constantly and intently watching the effects of them, and even sees a greater number and variety than the surgeon himself.
I would therefore urge that the ansesthetist's help in arriving at a conclusion in cases in which there is a doubt as to a patient's capacity for standing operation is of the greatest value to the surgeon.
Although one is naturally more exercised about patients who are to undergo a serious operation we cannot afford to neglect the minor cases. In fact, I sometimes think that it is in the minor cases that the patient runs the greatest risk, because we are inclined to look upon them as slight affairs, and our preparation is inadequate. Our anusthetic danger may, however, be as great in an operation for carbuncle as in a hysterectomy.
It must have been the experience of all of us to have been asked to give a "whiff of anesthetic "-a hateful expression-for some very minor operation, and on arrival at the house, to have found that the patient has had no preparation, that there is no nurse nor operating table, and that the anesthetist is expected to give the anasthetic through the bars of a high-backed bedstead, in a bad light, and amidst a sea of large soft pillows. The risks under such conditions are great, and in my own experience the nearest approach that I have had to accidents in private practice have been in such cases. Where the surgical risks are of the slightest, we should surely insist that the anaesthetic dangers should be reduced to a minimum. A preliminary visit from the anesthetist may remedy this state of affairs, but it is not so easy to make alterations at the time of operation.
The question of course arises as to whether it is practically possible to visit all our patients previous to operation, and I must admit that this is often difficult and takes up much time. In private practice, in cases in which the operation is taking place at a distance, it is as a rule impossible, and one has to rely on the practitioner and surgeon for the data we require, and to defer our examination until just before the time of operation. The same difficulty necessarily arises in emergency cases, though the urgency is seldom so great as to prevent the anmsthetist, provided he arrives early, from having time to investigate the case for himself, and from ordering the hypodermic he thinks fit.
Such an examination has on three occasions in my own experience revealed an early pneumonia, and on one occasion an acute pericarditis, in cases in whioh the symptoms were entirely referred to the abdomen. The great majority, however, of our patients are in nursing homes in the immediate neighbourhood, and therefore there is no difficulty in seeing them on the day previous to operation.
In hospital practice the difficulties are greater, owing to the larger number of cases, and the short interval between the patients' admission and the time of operation. It may be of interest to detail the methods that have been adopted at the Middlesex Hospital. Every patient is examined by the house surgeon in charge, and any abnormality in the heart, lungs or urine is noted on the case paper; he also notes the nature and quantity of the preliminary hypodermic which he has ordered, and the time at which it is given. The case paper is brought to the anesthetic room with the patient, who is then again examined by the anesthetist. If the house surgeon is in doubt about any case he communicates with the corresponding anesthetist. I have found it myself most convenient at the end of one lhospital afternoon to see the patients who are down for operation on the day of my next visit. One class of patient, of which it is my misfortune to see a large number, has done more than anything else to emphasize the importance of a preliminary examination. It is the type of case represented by such as are admitted to the cancer department of the Middlesex Hospital, though they are by no means confined to hospital practice. A more undesirable type of patient from the anaesthetist's point of view it would be hard to imagine, especially those from the male wards. The great majority of those who come to the operating theatre have very extensive or recurrent growths for which some palliative procedure is being undertaken, such as the insertion of radium, the extraction of teeth which are cutting a carcinomatous tongue, colostomy, or the application of the cautery. They are cachetic, debilitated, with myocardial degeneration, and some have been bed-ridden for many weeks. These patients present so many complications, such as bronchitis, very marked arterio-sclerosis, secondary growths in mediastinum or pleura, obstruction of the air passages, that it makes us extremely cautious in our examination before anmesthetizing them. It is even sometimes difficult to decide whether the relief they will derive from the operation is commensurate with the risk they run from the administration of a general anaesthetic. Whenever possible a local anaesthetic is used, but in many cases unfortunately this is impossible. Two points should constantly be kept in mind in these cases of long standing or recurrent cancer. First, that the heart is capable of standing very little extra strain, and secondly, that we should beware of patients who have developed a hard cough without expectoration; this cough *not infrequently means growth in mediastinum or pleura.
The two following cases, both of which I have seen since commencing to write this paper, will serve to illustrate the above statement: (1) A woman, aged 36, had her right breast removed in December, 1919, for cancer. She was admitted six weeks ago to hospital, for the removal of a small recurrent nodule in the skin. When I saw her she told me that she had developed a slight cough during the previous fortnight, but had no expectoration. The heart's apex was slightly displaced outwards, and the right side of the chest was dull on percussion almost to the clavicle; no breath sounds could be heard over the lower part of the right chest. Aspiration produced a considerable amount of blood-stained fluid. Needless to say the operation was not performed. The patient rapidly became worse and died within the month. She had secondary growths in the pleura, mediastinum, and diaphragm.
(2) A man, aged 63, who had had a tumour removed from the right foot a year ago, was admitted to hospital with a mass of malignant glands in the right groin. A large dose of radium was to be inserted. Although appearing fairly robust, he complained of a hard dry cough which had developed recently, and of shortness of breath with pain in the left side of the chest. There were a few moist sounds and pleural friction to be heard at the left base. The idea of a general anaesthetic was abandoned, and novocaine was used locally. The pulmonary signs rapidly increased; they were accompanied by respiratory difficulty and the patient went downhill rapidly. He died on March 4, and the autopsy revealed growths in left pleura and lungs.
I have mentioned this class of patient particularly, because of the number of complications they present, and of the great difficulty, and often dangers, inseparable from their aniesthetization; they therefore well illustrate the importance of a preliminary examination.
There is one other point I would like to mention. Last session during the discussion on Mrs. Berry's interesting paper, read before this Section, on " Anaesthetics in Operations upon the Thyroid," Mr. Berry and Dr. Strickland Goodall pointed out the importance of the use of the electrocardiograph in diagnosing the condition of the heart muscle, particularly in cases of exophthalmic goitre.1 If they have found it of such value in these cases, I would suggest that it might also be of very great value in many of those borderland cases in which it is difficult to tell whether the patient will stand a serious operation or no. No doubt it would take time to build up a standard for each type of case such as they have done in thyroid cases, but I see no reason why this should not be done, and if done, I cannot help thinking it would help very materially in certain cases, as a part of the preliminary examination.
In conclusion, I draw attention to what I believe is a further advantage to be gained by a preliminary examination. One has often heard it said that the anmesthetist's job is a monotonous and uninteresting one. I firmly believe that whether it is interesting or the reverse depends very largely on what each one of us makes of it. If we have made ourselves conversant with modern methods of administration, carefully examine our patients before operation, and in the light of the knowledge so gained apply them aptly, we shall find our results greatly improved, and our department of the profession second to none in interest, and variety.
Explosion of Ether Vapour during Laryngoscopy.
By W. J. MCCARDIE, M.B.
LAST month I gave an ancesthetic to a private patient of Mr. Musgrave Woodman for laryngoscopy and removal of a small piece of the vocal cord for examination purposes. The patient was a man aged about 56, short, stout, pale, rather flabby looking, whose neck was thick and stiff. Teeth good and lower jaw undershot. His heart sounds were rather weak and distant; his voice was hoarse but he denied having any cough. iAr gr. of atropin was injected beforehand. Deep anasthesia was induced slowly with ether by the open method, the patient being rather blue and not breathing freely for a time. It was not easy to get full relaxation. For some minutes before the laryngoscope was introduced I administered ether with oxygen through a nasal catheter by Shipway's apparatus, while continuing ether also by the open method. When the mouth was opened, ether and oxygen being still administered through the nasal tube, Mr. Woodman began to introduce Hill's electric laryngoscope into the mouth. It had not entered more than an inch or so when there occurred two or three very loud reports like small pistol shots, very startling, and flames issued from the patient's mouth; in fact his mouth was on fire. The flames were 5 or 6 in. high and very like those which occur when a Winchester quart bottle of ether is set on fire. As soon as I realized the position I pulled out the nasal tube and the flames instantaneously ceased. The patient went on breathing, his pupils remained small and his condition good. On looking into his mouth and pharynx there was no obvious burning of the mucous membrane, but merely acute reddening. Anaesthesia was then continued with chloroform and oxygen without further trouble. When back in bed the patient recovered normally and had no after cough.
CONDITIONS.
The operating room was large and nicely warmed (temperature 65°F.) by a coal fire about 12 ft. away. At the time of the explosion the room was lit by two '-watt bulbs and one osram bulb under a shade 2i ft. almost directly above the patient's mouth. The tube leading from the ether bottle to the thermos bottle was blown off its attachment at one end. The bulb of the larygnoscope light did not fuse, the light appeared in order, and there was no evidence of short circuiting. Of course, no appreciable heat is emitted by so small a bulb ; at any rate no heat that can be felt by the hand when it is first switched on. The danger to the patient and to the face of the surgeon, which is so close to the place of explosion, is obvious. Had the explosion taken place when the electric bulb of the laryngoscope had been introduced to the larynx
